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Reactive arthritis after Yersinia pseudotuberculosis infection is rare. Two recent
cases illustrate the typical features, and highlight the need to look for the
diagnosis.
CASE 1
A 19-year-old student presented with pain in her left hip for four days. She
described pain in her right temporo-mandibular joint, neck stiffness for three
weeks, tiredness, and loss of energy. Five weeks previously she had suffered
severe lower abdominal cramps, with diarrhoea and pyrexia lasting for one
week. Her temperature was 37.5 C. Psoriasis was noted on the scalp. Left hip
movements were severely limited by pain. There was tenderness over the right
temporo-mandibular joint, both sacroiliac joints and the left plantar fascia
insertion. Spinal movements were full, although painful in the neck. Haemoglobin
was 12-0 g/dl; white cell count 10-1 x 109/1; ESR 70 mm/hr; serum
C - reactive protein 32 mg/1; serum rheumatoid factor and autoantibody
screening tests were negative, as were a throat swab and faecal culture. Small
bowel and skeletal X-rays and sigmoidoscopy were normal. Antibodies were
detected to Yersinia pseudotuberculosis Type 11 and Salmonella typhimurium,
to titres of 1: 5120 and 1: 320 respectively. After absorption with Salmonella
typhimurium to remove cross - reacting agglutinins, the titre to Yersinia
pseudotuberculosis was 1: 160. Her tissue type was HLA -B27 positive. Thejoint
symptoms settled with bed rest and naproxen. During the next six weeks there
were episodes of acute synovitis involving each knee and the left ankle in turn.
Both knees were aspirated and injected with corticosteroid. Joint aspirates were
sterile, with white cell count 10-3 x 109/1, mostly neutrophils. Spinal stiffness
developed but responded to physiotherapy, and at one year review she remained
well, except for intermittent back pain.
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CASE 2
A 13-year-old boy presented with a three week history of pain in his lower back
and left hip, worst in the mornings. Six weeks previously he had hurt his neck and
back during a fall; this was successfully treated by a physiotherapist. Two weeks
before, he had had a bout of watery diarrhoea with abdominal cramps and
nausea. He looked generally well. There was marked tenderness over the left
sacroiliac joint, and slight reduction of lower spinal movements. Haemoglobin
and white cell count were normal. ESR and serum C
-reactive protein were raised
at 50 mm/hr and 8 mg/I respectively. X-ray suggested left sacroiliitis, which was
confirmed on isotope bone scan. Stool cultures were negative for Shigella,
Salmonella and Campylobacter. Serological tests revealed antibodies to Yersinia
pseudotuberculosis Type IA, titre 1: 640. His tissue type was HLA
-B27 positive.
The symptoms settled over a few days with bed rest and naproxen. Early morning
back stiffness persisted for six months, but at review after one year he had only
minor arthralgia of the hands and wrists.
COMMENT
Reactive arthritis following Yersiniosis is well recognised, particularly in
Scandinavia,' but is rarely reported in the UK.2 Nearly all cases occur following
Yersinia enterocolitica infection, and arthritis due to Yersinia pseudotuberculosis
remains rare.3 These two cases were diagnosed by the detection ofspecificserum
antibodies to the organism, backed up by the recent history of typical bowel
symptoms. In both cases, the high antibody levels were sufficient to indicate
recent infection without having to show a rising titre.
The pathogenesis of this disease is poorly understood. Patients who develop
arthritis after infection show several abnormalities of the immune response, with
prolonged persistence of the organism in the body.4 Recently, Yersinia antigens
have been demonstrated in synovial fluid cells from affected joints.5 Over 80%
of patients are HLA-1B27 positive, suggesting a genetic predisposition.6 The
preceding injury in Case 2 is interesting, asthere are several reports ofankylosing
spondylitis and Reiter's syndrome believed to have been provoked by trauma.7
In Case 1, the finding of psoriasis may also be relevant, since this condition is
associated with the seronegative spondyloarthritides.
Case 1 typifies the classical syndrome, an asymmetrical oligoarthritis affecting
severaljoints in turn, usually in the lower limbs, with a rise in acute inflammatory
markers and a leucocytosis in sterile synovial fluid. Back pain is common, and
sacroiliitis occurs in 15 -20% of cases,8 sometimes predominating as in Case 2.
The acute illness lasts two to six months, and while the mild residual symptoms
experienced by our patients are common, recent reports suggest that in contrast
with other spondylarthritic syndromes progression to chronic polyarthritis or
ankylosing spondylitis is rare.9 These cases confirm the need to test for Yersinia
antibodies in patients with arthritis following an enteric illness, particularly as the
prognosis is now relatively good.
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